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individual  who  fails  to  enroll  for  supple¬ 
mentary  medical  insurance  benefits  dur¬ 
ing  his  initial  enrollment  period  may 
enroll  only  during  a  subsequent  general 
enrollment  period. 

§  405.214  Limitation  on  enrollment  and 
reenrollment. 

(a)  First  enrollment.  An  individual 
who  fails  to  enroll  for  supplementary 
medical  insurance  benefits  during  his 
initial  enrollment  period  may  enroll  in  a 
general  enrollment  period  provided  that 
such  enrollment  occurs  within  3  years 
after  the  close  of  his  initial  enrollment 
period.  An  individual  who  does  not  en¬ 
roll  for  supplementary  medical  insurance 
benefits  within  the  3-year  period  after 
the  close  of  his  initial  enrollment  period, 
is  precluded  from  such  enrollment. 

Example  1:  An  Individual  lint  meets  the 
requirements  tor  enrollment  In  August  1966. 
He  does  not  enroU  during  his  Initial  enroU- 
ment  period — ^May  through  Novembo:  1966. 
If  he  wishes  to  be  covered  In  the  supi^e- 
mentary  Insiirance  plan,  he  must  enroll  dur¬ 
ing  the  general  enrollment  period — October 
through  December  1967  or  during  the  lint 
2  months  of  the  1969  general  enrollment — 
l.e.,  October  1969  and  Novnnber  1969.  Even 
though  the  1969  general  emnllment  period 
runs  through  December  of  1969^  the  Indi¬ 
vidual  cannot  enroU  after  November  1969, 
the  end  of  the  3-year  period  after  the  close 
of  his  Initial  enrollment  period. 

Example  2:  An  Individual  lint  meets  the 
requirements  for  enrollment  In  ^June  of 
1968  but  falls  to  enroll  diulng  his  Initial 
enrollment  period — ^MSreh  through  Sep¬ 
tember  1968.  If  he  later  wishes  to  enroll,  he 
must  do  BO  within  the  3-month  period  Octo¬ 
ber  through  December  1969,  the  only  general 
enrollment  period  falling  within  the  3-year 
period  after  the  close  of  hla  Initial  enrollment 
period. 

(b)  Second  enrollment.  An  individ¬ 
ual  whose  enrollment  imder  the  supple¬ 
mentary  medical  insurance  plan  has 
terminated  (see  8  405.223)  may  reenroll 
under  the  supplementary  medical  in¬ 
surance  plan  provided  that  such  re¬ 
enrollment  occurs  within  a  general  en¬ 
rollment  period  which  begins  within  3 
years  after  the  effective  date  of  the 
termination  of  his  prior  enrollment. 

Example  1:  An  Indlvldtial  notified  the  Ad¬ 
ministration  In  writing  dtirlng  the  general 
enrollment  period  beginning  October  1,  1969, 
that  he  no  longer  wished  to  participate  In 
the  supplementary  medical  Insxirance  plan 
and  bad  his  enrollment  terminated  on  De¬ 
cember  31,  1969.  If  he  wlshee  to  reenroll 
under  the  supplementary  Insurance  plan,  he 
must  do  so  within  the  period  October 
through  December  1971,  the  only  general 
enroUment  period  beginning  within  3  years 
after  the  termination  date  of  his  prior 
enrollment. 

Example  2:  An  Indlvldiial’s  enrollment 
terminated  on  October  31,  1966,  for  nonpay¬ 
ment  of  premiums.  If  he  wlshee  to  re¬ 
enroll  under  the  supplementary  medical  In¬ 
surance  plan,  he  must  do  so  within  the  gen¬ 
eral  enrollment  pwlods  of  October  throtigh 
December  1969,  or  October  through  Decem¬ 
ber  1971,  the  two  general  enrollment  periods 
beginning  within  3  years  after  the  termlna- 
ti<m  date  of  his  prior  enroUment. 

(c)  Limitation  on  number  of  enroU~ 
ments.  No  one  may  enroll  under  the 
supplementary  medical  insurance  plan 
more  than  twice. 
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§  405.217  Enrollment  by  a  State  of  indi¬ 
viduals  receiving  money  payments 
under  public  assistance  program. 

(a)  Subject  to  the  provisions  of  para¬ 
graph  (c)  of  this  section,  the  Secretary 
shall  enter  into  an  agreement  with  any 
State  which  so  requests  before  1958,  pur¬ 
suant  to  which  all  eligible  individuals 
in  either  of  the  coverage  groups  de¬ 
scribed  in  paragraph  (b)  of  this  section 
(as  specified  in  the  agreement)  will  be 
enrolled  under  the  supplementary  medi¬ 
cal  Insurance  benefits  plan. 

(b)  An  agreement  entered  into  with 
any  State  pursuant  to  paragraph  (a)  of 
this  section  shall  be  applicable  to  either 
of  the  following  coverage  groups: 

(1)  Individuals  receiving  money  pay¬ 
ments  under  the  plan  of  such  State  ap¬ 
proved  under  title  I  or  title  XVI  of  the 
Act:  or 

(2)  All  individuals  receiving  money 
payments  under  any  of  the  plans  of  such 
State  approved  under  titles  I,  IV.  X.  XIV, 
and  XVI  of  the  Act. 

(c)  Notwithstanding  paragraph  (b) 
of  this  section,  an  individual  may  not  be 
a  member  of  a  coverage  group  for  any 
month  in  which  he  is  entitled  to  monthly 
benefits  tmder  title  n  of  the  Social  Se¬ 
curity  Act  or  entitled  to  receive  an 
annuity  or  pension  under  the  Railroad 
Retirement  Act  of  1937  (without  regard 
to  the  retroactivity  of  such  entitlement) 
unless  the  State  so  requests  before  19M 
and  the  agreement  provides,  or  is  modi¬ 
fied  to  provide,  that  such  individual  shall 
be  a  member  of  a  coverage  group  as  dis¬ 
cussed  in  paragraph  (b)  of  this  section. 
No  individual  shall  be  a  member  of  a 
coverage  group  after  his  coverage  period 
attributable  to  this  agreement  has  ended, 
if  such  coverage  period  ended  after  1967. 

(d)  For  purposes  of  this  sectiMi,  an 
individual  is  treated  as  an  “eligible  in¬ 
dividual"  only  if  he  meets  the  require¬ 
ments  set  forth  in  8  405.205  on  the  date 
an  agreement  covering  him  is  entered 
into  under  paragraiA  (a)  of  this  sec¬ 
tion  (or  in  the  case  of  Social  Security  Act 
or  Railroad  Retirement  Act  beneficiaries 
covered  by  virtue  of  a  modification,  as 
of  the  date  the  modification  is  entered 
into)  or  he  meets  such  requirements  at 
any  time  after  such  date  and  before  1968. 

(e)  For  purposes  of  this  section,  an 
individual  is  treated  as  receiving  money 
payments  described  in  paragnq^h  (b)  of 
this  section  if  he  receives  such  pairments 
for  the  month  in  which  the  agreement  is 
entered  into  (or  in  the  case  of  Social 
Security  Act  (m*  Railroad  Retirement  Act 
beneficiaries  covered  by  virtue  of  a  modi¬ 
fication,  for  the  month  the  modification 
is  entered  into)  or  for  any  month  occur¬ 
ring  thereafter  and  before  1968. 

§  405.220  Coverage  period ;  general. 

Payment  is  made  under  the  supple¬ 
mentary  medical  Insurance  plan  only  for 
covered  expenses  incurred  during  an  in¬ 
dividual’s  "coverage  period."  An  in¬ 
dividual’s  coverage  period  begins  and 
ends  as  described  in  88  405.221  through 
405.223. 
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§  405.221  Coverage  period;  beginning 
dale. 

An  individual’s  “coverage  period’’  can 
begin  no  earlier  than  July  1.  1966,  and 
begins  on  a  day  as  determined  in  ac¬ 
cordance  with  this  sectiim  (or  in  the  case 
of  an  individual  enrolled  pursuant  to  a 
State  agreement,  in  accordance  with  the 
provisions  of  8  405.222) : 

(a)  EnroUment  during  initial  enroll¬ 
ment  period:  first  eligibility  before 
March  1966.  (1)  The  coverage  period  of 
an  individual  who  first  meets  the  eli¬ 
gibility  requirements  for  enrollment  (see 
8  405.205)  prior  to  March  1966,  and  who 
enrolls  during  his  initial  enrollment 
period  of  September  1965  through  May 
1966,  begins  on  July  1, 1966. 

(2)  Ihe  coverage  period  of  an  in¬ 
dividual  who  first  meets  the  eligibility 
requirements  for  enrollment  (see  8  405.- 
205)  prior  to  March  1966,  who  falls  to 
enroll  prior  to  June  1966,  but  who  is  au¬ 
thorized  to  enroll  at  a  subsequent  time 
not  later  than  September  30, 1966,  under 
the  "good  cause"  provisions  described  in 
8  405.224,  begins  on  the  first  day  of  the 
sixth  miHith  after  the  month  In  which  he 
so  enrolls. 

(b)  Enrollment  during  initial  enroll¬ 
ment  period:  first  eUgfbiUty  in  March 
1966.  (1)  ’The  coverage  period  an  in- 
dividutd  who  first  meets  the  eligibility 
requirements  for  enrollment  during  the 
month  of  March  1966,  and  who  enrolls 
before  June  1966,  begins  on  July  1.  1966. 

(2)  The  coverage  period  of  an  individ¬ 
ual  who  first  meets  the  eligibility  re¬ 
quirements  for  enrollment  during  Bfarch 
1966,  and  who  enrolls  during  the  month 
of  June  1966,  begins  on  September  1, 
1966. 

(c)  Enrollment  during  initial  enroU¬ 
ment  period:  first  eligibility  after  March 
1966.  ’The  coverage  period  of  an  In¬ 
dividual  who  first  meets  the  eligibility 
requirements  for  enrollment  after  MArch 

1966,  and  who  enrolls  during  his  initial 
enrollment  period,  begins  on  whichever 
is  later.  July  1,  1966,  or  the  1st  day  of: 

(1)  The  month  in  which  the  eligibility 
requirements  are  first  met,  if  he  enrolls 
during  the  three  preceding  months; 

(2)  The  month  following  the  monUi 
in  which  the  ellglUllty  requirements  are 
first  met.  If  he  enrolls  in  the  month  such 
requirements  are  first  met; 

(3)  Ihe  third  month  following  the 
month  In  which  the  eligibility  require¬ 
ments  are  first  met,  if  he  enrolls  In  the 
month  following  the  month  In  which 
such  requirements  are  first  met; 

(4)  ’The  fifth  month  following  the 
month  In  which  the  eligibility  require¬ 
ments  are  first  met,  if  he  enrolls  in  the 
second  month  following  the  month  In 
which  such  requirraients  are  first  met; 

(5)  The  sixth  month  following  the 
month  In  which  the  eligibility  require¬ 
ments  are  first  met.  If  he  enrolls  In  the 
third  month  following  the  month  such 
requirements  are  first  met. 

Example:  An  IndlvldtuU  first  mssts  the 
eliglbUlty  requirements  for  enroUment  In 
April  at  1967.  TbercTore,  his  Initial  enroll¬ 
ment  period  runs  from  January  through  July 

1967.  Depending  upon  the  month  in  which 
he  enroUa,  his  coverage  period  will  tiegln  as 
foUowa:  . 
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Enrolls  iUr—  Coverage  period  begins 
Initial  enrollment  on — 

period: 

(1)  January _ Apr.  1  (month  eligibility 

require  mente  first 
met). 

(2)  February -  Do. 

(3)  March _  Do. 

(4)  April _  May  1  (month  following 

month  eligibility  re¬ 
quirements  first  met). 

(5)  May _ July  1  (third  month 

following  month  eligl- 
b  1 1 1 1  y  requirements 
first  met). 

(6)  June _ Sept.  1  (fifth  month  fol¬ 

lowing  month  eligibil¬ 
ity  requirements  first 
met). 

(7)  July _ Oct.  1  (sixth  month  fol¬ 

lowing  month  eligibil¬ 
ity  requirements  first 
met) . 

(d)  Enrollment  during  general  enroll¬ 
ment  period.  The  coverage  period  of  an 
Individual  who.  after  failing  to  enroll 
during  his  initiid  enrollment  period,  en¬ 
rolls  during  a  subsequent  general  enroll¬ 
ment  period  (i.e.,  the  period  October 
through  December  of  each  odd-numbered 
year  beginning  with  1967 — see  S  405.213) 
begins  on  July  1  of  the  year  following 
the  year  in  which  he  enrolls. 

§  405.222  Coverage  period  beginning 
dale;  individuals  enrolled  under 
Stale  agreements. 

In  the  case  of  any  individual  enrolled 
pursuant  to  an  agreement  with  a  State 
under  the  provisions  set  forth  in  §  405.- 
217,  his  coverage  period  begins  on  which¬ 
ever  of  the  following  is  the  latest: 

(a)  July  1,1966; 

(b)  The  1st  day  of  the  third  month 
following  the  month  in  which  the  State 
agreement  is  entered  into  (or  in  the  case 
of  Social  Security  Act  or  Railroad  Re¬ 
tirement  Act  beneficiaries  covered  by 
virtue  of  a  modification  described  in 
S  405.217(c).  as  of  the  1st  day  of  the 
third  month  following  the  month  the 
modification  is  entered  into) ; 

(c)  The  1st  day  of  the  first  month  in 
which  he  is  both  an  eligible  individual 
(S  405.205)  and  a  member  of  a  coverage 
group  that  Is  specified  in  such  agree¬ 
ment,  but  without  regard  to  any  coverage 
period  terminated  prior  to  1968;  or 

(d)  Such  date  as  may  be  ^lecified  in 
the  agreement,  or,  where  the  individual 
is  covered  by  virtue  of  the  modification 
described  in  S  405.217(c),  as  may  be 
specified  in  the  modification. 

(e)  Notwithstanding  the  provisions  of 
paragraph  (d)  of  this  section;  the  cov¬ 
erage  period  of  an  individual  so  enrolled 
shall  not  begin  later  than  January  1, 
1968. 

§  405.223  Coverage  period ;  manner  and 
lime  of  lerminalion. 

An  individual’s  coverage  period  con¬ 
tinues  until  such  time  as  his  enrollment 
is  terminated.  Enrollment,  and  the  cov¬ 
erage  period,  may  be  terminated  only  as 
described  in  this  section: 

(a)  Individual  requests  termination. 

(1)  An  individual  may.  except  as  pro¬ 
vided  in  subparagraph  (2)  of  this  para¬ 
graph,  notify  the  Administration  in  writ¬ 
ing,  during  a  general  enrollment  period 


(see  S  405.213)  that  he  no  longer  wishes 
to  participate  in  the  supplementary 
medical  insurance  plan.  In  such  case, 
his  coverage  i>eriod  terminates  effective 
with  the  close  of  the  year  in  which  the 
notice  of  nonparticipation  is  submitted 
to  the  Administration. 

(2)  An  individual  entitled  to  monthly 
benefits  under  title  II  of  the  Act  or  to 
an  annuity  or  pension  under  the  Rail¬ 
road  Retirement  Act  of  1937,  whose  cov¬ 
erage  attributable  to  a  Federal-State 
agreement  containing  the  provisions  de¬ 
scribed  in  I  405.217(c)  is  terminated  or 
who  cesises  to  be  a  member  of  the  cover¬ 
age  group  before  his  coverage  under  such 
agreement  begins,  may,  by  filing  written 
notice  with  the  Administration  before 
the  1st  day  of  the  fourth  month  which 
begins  after  the  date  of  such  termination, 
terminate  his  enrollment  under  the  sup¬ 
plementary  medical  insurance  plan.  In 
such  case,  his  coverage  period  is  termi¬ 
nated  effective  with  the  last  day  of  the 
third  month  which  begins  after  the  date 
his  coverage  period  under  a  Federal- 
State  agreement  is  terminated. 

(b)  Nonpayment  of  premiums.  En¬ 
rollment  under  the  supplementary  medi¬ 
cal  insurance  plan  shall  be  terminated 
because  of  nonpairment  of  premiums. 

(c)  Enrollees  pursuant  to  State  agree¬ 
ments.  In  the  case  of  sm  individual  en¬ 
rolled  pursuant  to  a  Federal-State  agree¬ 
ment  (see  S  405.217),  the  coverage  peri¬ 
od  attributable  to  the  agreement  ends 
(subject  to  the  provisions  of  paragraph 

(d)  of  this  section)  on  whichever  of  the 
following  first  occurs: 

(1)  The  last  day  of  the  month  in 
which  he  becomes  ineligible  (as  deter¬ 
mined  by  the  State)  for  money  painnents 
of  a  kind  specified  in  the  agreement;  or 

(2)  The  last  day  of  the  month  preced¬ 
ing  the  first  month  in  which  he  becomes 
entitled  to  monthly  benefits  under  title 
II  of  the  Act  (see  Subpart  D  of  Part  404) 
or  to  an  annuity  or  pension  under  the 
Railroad  Retirement  Act  of  1937  without 
regard  to  the  retroactivity  of  such  en¬ 
titlement;  or 

(3)  The  last  day  of  the  month  in  which 
the  State  agreement  is  terminated;  or- 

(4)  The  last  day  of  the  month  in  which 
he  dies. 

(d)  Continuation  of  enrollees  coverage 
period  pursuant  to  State  agreements. 
Notwithstanding  paragraph  (c)  of  this 
section; 

(1)  An  individual’s  coverage  period 
attributable  to  a  Federal-State  agree¬ 
ment  shall  not  end  when  he  becomes  en¬ 
titled  to  monthly  benefits  under  title  n 
of  the  Act  or  to  an  annuity  or  pension 
under  the  Railroad  Retirement  Act  of 
1937,  if  such  agreement  provides  for  the 
inclusion  of  individuals  entitled  to  such 
benefits  in  the  coverage  group  (see 
S  405.217(c)). 

(2)  If  an  Individual’s  coverage  pursu¬ 
ant  to  enrollment  under  a  State  agree¬ 
ment  is  terminated  imder  the  provisions 
of  paragraph  (c)  of  this  section,  such 
individual  is  deemed  to  have  enrolled 
for  supplementary  medical  insurance 
benefits  in  the  initial  enrollment  period 
described  in  §  405.212(b)  and  his  cover¬ 
age  period  continues  until  terminated  for 
his  failure  to  pay  premiums  or  by  timely 
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filed  notice  that  he  wishes  to  terminate 
his  supplementary  medical  insurance 
coverage,  as  provided  in  paragraphs  (a) 
and  (b)  of  this  section.  An  individual 
who  is  enrolled  imder  a  State  agreement 
but  who  ceases  to  be  a  member  of  the 
coverage  group  before  his  coverage  be¬ 
gins  is  also  deemed  to  have  so  enrolled 
and  his  coverage  as  an  individual  be¬ 
gins  on  the  date  his  coverage  under  the 
agreement  would  have  begun  had  he 
continued  in  the  coverage  group. 

§  405.224  Good  cause  for  failure  lo  en¬ 
roll  during  the  initial  enrollment  pe¬ 
riod  ending  May  31,  1966. 

An  individual  who  first  meets  the 
eligibility  requirements  for  enrollment 
prior  to  March  1,  1966,  and  who  fails  to 
enroll  during  tiie  initial  enrollment 
period  ending  May  31,  1966,  may  enroll 
at  any  time  before  October  1966  if  such 
individual,  or  his  representative,  es¬ 
tablishes  to  the  satisfaction  of  the  Ad¬ 
ministration  that  "good  cause"  exists  be¬ 
cause  such  failure  was  due  to: 

(a)  Circumstances  beyond  the  individ¬ 
ual’s  control,  such  as  extended  illness, 
mental  or  physical  impairment,  com¬ 
munication  difficulties; 

(b)  Incorrect  or  incomplete  informa¬ 
tion  furnished  by  official  sources  to  the 
individual  or  another  person  acting  on 
his  behalf ; 

(c)  Difficulty  encountered  by  the  in¬ 
dividual  in  obtaining,  within  a  reasonable 
time  before  the  end  of  the  initial  enroll¬ 
ment  period,  an  enrollment  form  and  in¬ 
formation  about  supplementary  medical 
insurance  and  the  manner  and  time 
limit  in  which  enrollments  may  be  made; 

(d)  Bona  fide  unawareness  or  misun¬ 
derstanding  of  the  need  to  enroll  within 
the  prescribed  time  period  or  of  the  na¬ 
ture  of  coverage  under  this  Subpart  B;  or 

(e)  Other  circumstances  (as  a  result 
of  which  the  individual  was  deterred 
from  enrolling)  in  the  light  of  which  it 
would  be  clearly  inequitable  to  deny  him 
a  second  chance  to  enroll. 

§  405.230  Supplemenlary  medical  in¬ 
surance  benefils. 

(a)  Benefits  provided.  Any  individual 
who  is  enrolled  under  the  supplementary 
medical  insurance  plan  established  by 
title  XVIII  of  the  Act  is,  subject  to  the 
limitations  and  conditions  described  in 
this  Part  405,  entitled  to  have: 

(1)  Payment  made  to  him,  or  on  his 
behalf,  for  physicians’  services; 

(2)  Payment  made  to  him,  or  on  his 
behalf,  for  medical  and  other  health 
services  (see  S  405.231)  furnished  by 
other  than  a  provider  of  services; 

(3)  Payment  made  on  his  behalf  for 
medical  and  other  health  services  (see 
S  405.231)  furnished  to  him  by  a  pro¬ 
vider  of  services  (or  furnished  by  others 
under  an  arrangement  made  with  them 
by  a  provider  of  services) ;  and 

(4)  Payment  made  on  his  behalf  for 
home  health  services  (see  §  405.233)  for 
up  to  100  visits  (as  discussed  In  8  405.- 
238)  during  a  calendar  year. 

(b)  Reimbursable  expenses.  In  order 
to  be  considered  incurred  expenses,  ex¬ 
penses  for  physicians’  services  and  for 
other  medical  and  health  services  cov- 
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ered  under  the  supplementary  medi¬ 
cal  insurance  plan  miist  be  for  services 
furnished  to  an  Individual  during  his 
coverage  period.  (See  S§  405.221  through 
405.223). 

§  40S.231  Medical  and  other  health 
services;  included  items  and  services. 

Subject  to  the  exclusions  set  forth  in 
!  405.232,  the  term  "medical  and  other 
health  services"  means  the  following 
Items  or  services; 

(a)  Physicians’  services; 

(b)  Services  and  supplies,  including 
drugs  and  blologlcals  which  cannot  be 
self-administered,  furnished  as  an  Inci¬ 
dent  to  a  i^yslclan’s  professional  service, 
and  of  kinds  which  are  commonly  fur¬ 
nished  in  a  physician’s  office  and  are 
commonly  either  rendered  without 
charge,  or  Included  In  the  physician’s 
bUl; 

(c)  Hospital  services  (Including  drugs 
and  blologlcals  which  cannot  be  self- 
admlnlstered)  incident  to  physicians’ 
services  rendered  to  outpatients; 

(d)  Diagnostic  X-ray  tests,  diagnostic 
laboratory  tests,  and  other  diagnostic 
tests; 

(e)  X-ray  therapy,  radium  therapy, 
and  radioactive  Isotope  therapy  (Includ¬ 
ing  materials  and  services  of  technicians 
administering  such  therapies) ; 

(f)  Surgical  dressings,  and  splints, 
casts  and  other  devices  used  for  reduc¬ 
tion  of  fractures  and  dislocations; 

(g)  Rental  of  durable  medical  equip¬ 
ment,  Including  Iron  limgs,  oxygen  t^ts, 
hospital  beds,  and  wheel  chairs  used  In 
the  patient’s  home  (Including  an  Insti¬ 
tution  used  as  his  home) ; 

(h)  Prosthetic  devices  (other  than 
dental)  which  replace  all  or  part  of  an 
Internal  body  organ.  Including  replace¬ 
ment  of  such  devices; 

(1)  Leg,  arm,  back,  and  neck  braces, 
and  artificial  legs,  arms,  and  eyes.  In¬ 
cluding  replacements  if  required  because 
of  a  cha^e  In  the  patient’s  physical 
condition;  and 

(j)  Ambulance  services  where  the  use 
of  other  methods  of  transportation  Is 
contraindicated  by  the  indl^dual’s  c<mi- 
dltion  but  only  If  the  individual  Is  being 
transported  to  the  nearest  hospital  with 
aiH>roprlate  facilities,  or  to  one  In  the 
same  locality,  and  imder  similar  restric¬ 
tions,  from  one  hospital  to  another,  to  his 
home,  or  to  an  extended  care  facility. 
"Locality*’  means  the  service  area  in  the 
geographic  territory  surrounding  the  in¬ 
stitution  from  which  Individuals  nor¬ 
mally  come  or  are  expected  to  come  for 
medical  services. 

§  405.232  Medical  and  other  health 
services;  exclusions. 

In  addition  to  the  general  exclusions 
in  section  1862  of  the  Act,  the  ft^owlng 
items  and  services  are  also  excluded  from 
the  term  "medical  and  other  hecdth 
services”: 

(a)  Inpatient  hospital  services  or  out¬ 
patient  hospital  diagnostic  services;  ex¬ 
tended  care  services:  home  health  serv¬ 
ices.  If  any  Item  or  service  descrlb^ 
in  S  405.231  would  otherwise  oonstlttxte 
inimtient  hospital  services  or  outpatient 
hospital  diagnostic  services,  extended 


care  services,  or  home  health  services 
(see  SI  405.233  through  405.237) ,  It  Is  not 
considered  as  a  medical  or  other  health 
service  for  purposes  of  S  405.230(a)  (2) 
or  (3). 

(b)  Diagnostic  laboratory  tests.  For 
purpK^es  of  S  405.231(d),  diagnostic  tests 
are  not  considered  as  “medical  or  other 
health  services’’  If  performed  In  a  labora¬ 
tory  which  Is  independent  of  a  physi¬ 
cian’s  office  or  a  hospital,  unless  such 
laboratory  meets  the  requirements  as  set 
fortli  In  subpart  M  of  this  part  405. 

(c)  Drugs  and  biologicals.  For  pur¬ 
poses  of  8  405.230(a)  (1),  (2),  or  (3), 
drugs  and  blologlcals  which  can  be  self- 
administered  are  excluded  from  the  term 
"medical  and  other  health  services" 
whether  such  drugs  and  biologicals  are 
furnished  by  a  physician,  a  provider  of 
services,  or  other  than  a  provider  of 
services. 

§  405.233  Home  health  services;  gen¬ 
eral. 

Home  health  service  benefits  are  pro¬ 
vided  under  both  the  supplementary 
medical  insurance  plan  described  In  this 
Subpart  B  and  the  hospital  Insurance 
benefits  plan  described  In  part  A  of  title 
XVm  of  the  Act.  Home  health  services 
qualify  for  payment  imder  the  sum>le- 
mentc^  medical  insurance  plan  even 
though  the  Individual  has  not  been  an 
Inpatient  of  a  hospital  or  extended  care 
facility.  Payment  for  home  health  serv¬ 
ices  for  up  to  100  visits  may  be  made 
under  the  supplementary  medical  insur¬ 
ance  plan  In  addition  to,  or  m  a  sui^le- 
ment  to,  100  visits  imd«:  the  hospital 
Insurance  benefits  plan. 

§  405.234  Home  health  services;  condi¬ 
tions. 

The  items  and  services  described  In 
8  405.236  are  "home  health  services" 
(unless  excluded  under  I  405.237)  if  such 
items  and  services  are  furnished: 

(a)  To  an  Individual  who  Is  under  the 
care  of  a  physician; 

(b)  By  a  home  health  agency  (see 
Subpart  L  of  this  Part  405)  or  ^  others 
imder  arrangements  with  them  made  by 
such  agency; 

(c)  Under  a  plan  designed  for  such  In¬ 
dividual,  established  by  a  physician  and 
periodically  reviewed  by  a  physician;  and 

(d)  At  a  place  as  described  In 
8  405.235. 

§  405.235  Home  health  tervicea;  place 
where  items  and  services  must  be 
furnished. 

To  be  considered  "home  health  serv¬ 
ices,’’  items  and  services  described  In 
8  405.236  must  be: 

(a)  Furnished  on  a  visiting  basis  to 
the  individual  in  a  place  of  residence 
used  as  his  home  (e^r.,  his  own  home,  a 
relative’s  home,  a  boardinghouse,  or  an 
old-age  home) ;  or 

(h)  Provided  on  an  outpatient  basis 
at  a  hospital  or  extended  care  facility,  or 
at  a  rehabilitation  center  If  such  Items  or 
services: 

(1)  Are  furnished  under  arrange¬ 
ments  made  by  a  home  health  agency 
and  puch  arrangements  provide  that  the 
costs  for  such  services  are  to  be  billed 


through  the  home  health  agency  (see 
Subpart  L  of  this  Part  405) ;  and 

(2)  Involve  the  use  of  equipment  or 
services  which  cannot  read^  be  made 
available  to  the  individual  In  a  place  of 
residence  used  as  his  home,  or  cannot  be 
supplied  to  him  there. 

§  405.236  Home  health  services;  items 
and  services  ineluded. 

Subject  to  the  provisions  described  in 
8  405.237,  “home  health  services"  means 
the  following  Items  and  services  fur¬ 
nished  to  an  individual  In  accordance 
with  88  405.234  and  405.235; 

(a)  Part-time  or  Intermittent  nurs¬ 
ing  care  provided  by  or  under  the  super¬ 
vision  of  a  registered  professional  nurse; 

(b)  Physical,  occupational  or  speech 
therapy; 

(c)  Medlcsd  social  services  provided 
under  the  direction  of  a  physician; 

(d)  Part-time  or  intermittent  services 
of  a  home  health  aide  but  only  If  the 
duties  of  the  home  health  aide  are  com¬ 
parable  to  the  duties  of  a  nurse’s  aide  In 
a  hospital  (e.g..  giving  bed  baths  to  an  ill 
or  bedfast  patient) ; 

(e)  Medical'  supplies  (other  than 
drugs  and  biologicals)  and  the  use  of 
medical  appliances  while  under  the  plan 
described  in  8  405.234(c) ; 

(f)  Medical  services  provided  by  an 
intern  or  resident-ln-tralning  of  a  hos¬ 
pital  If: 

(1)  The  home  health  agency  and  the 
hospital  are  affiliated  or  imder  common 
control; 

(2)  Such  services  are  provided  under 
a  teaching  program  of  the  hospital;  and 

(3)  The  teaching  program  of  the  hos¬ 
pital  Is  iqpproved  by  the  Council  on 
Medical  INucatlon  of  the  American 
Medical  Association,  or  the  Committee 
on  Hospitals  of  the  Bureau  of  Profes¬ 
sional  Education  of  the  American  Os¬ 
teopathic  Association  in  the  case  of  an 
osteopathic  hospital,  or  the  Council  on 
Dental  Education  of  the  American 
Dental  Association  In  the  case  of  serv¬ 
ices  In  a  hospital  or  osteopathic  hospital 
performed  by  an  intern  or  resldent-in- 
tralnlng  In  the  field  of  dentistry.  Dental 
services  In  connection  with  the  care, 
treatment,  filling,  removal  or  replace- 
mrat  of  teeth  (or  structures  directly 
supporting  teeth)  are  excluded  from 
coverage.  However,  services  Including 
post-operative  care  with  respect  to  sur¬ 
gery  related  to  the  jaw  (or  any  structure 
contiguous  to  the  jaw)  or  services  with 
respect  to  any  fracture  of  the  jaw  or 
facial  bone  are  covered  home  health 
services  if  performed  by  an  Intern  or 
resldent-ln-tralning. 

(g)  Any  of  the  Items  or  services 
described  In  paragrai^  (a)  through  (f ) 
of  this  section  which  are  furnished  on 
an  outpatioit  basis  at  a  hospital,  ex¬ 
tended  care  facility,  or  rehabilitation 
center  under  an  arrangement  with  such 
Institution  made  by  the  home  health 
agency  even  though  such  services  could 
have  been  provided  to  him  In  his  home, 
provided  that  such  services  are  furnished 
at  the  same  time  that  Items  or  services 
which  CQUld  not  be  readily  available  to 
him  in  his  home  are  fumL^ed  to  him. 
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RULES  AND  REGULATIONS 


§  405.237  Home  health  services;  items 
and  services  not  included. 

(a)  Items  and  services  not  considered 
as  inpatient  hospital  services.  Notwith¬ 
standing  the  provisions  set  forth  in 
{  405.236,  no  item  or  service  listed  in 
I  405.236  is  includable  as  a  “hcnne  health 
service”  if  the  item  or  service  would  not 
be  included  as  an  inpatient  hospital 
service  under  part  A  of  title  xVlU  of  the 
Act,  if  furnished  to  a  hospital  inpatient. 

(b)  Transportation  services.  Trans¬ 
portation  services,  whether  by  ambulance 
or  other  means,  required  to  take  a  home- 
bound  individual  to  a  hospital,  extended 
care  facility,  rehabilitation  center,  or 
other  place,  in  order  to  furnish  him  with 
items  and  services  which  cannot  be  sup¬ 
plied  to  him  in  his  home,  are  not  includ¬ 
able  as  a  ‘‘home  health  service,”  even 
though  the  services  provided  at  such  hos¬ 
pital,  etc.,  are  included  as  a  home  health 
service. 

(c)  Housekeeping  services.  The  serv¬ 
ices  of  housekeepers  or  food  service  ar¬ 
rangements  such  as  those  of  “meals-on- 
wheels”  programs  are  not  includable  as 
“home  health  services." 

§  405.238  Home  health  seiv-ircs ;  'Sisits** 
deflncd. 

For  purposes  of  determining  the  100- 
vlsit  home  health  services  limitation  spe¬ 
cified  in  §  405.230(a)  (4).  one  “visit”  is 
charged  each  time  a  “home  health  serv¬ 
ice”  is  furnished  to  the  Individual  by 
home  health  agency  personnel  (or  by 
personnel  furnishing  “home  health  serv¬ 
ices”  under  an  arrangement  with  them 
made  by  a  home  health  agency).  For 
example,  since  one  “visit”  is  charged  each 
time  a  therapist  goes  to  an  individual’s 
home  to  furnish  therapy,  if  the  individ¬ 
ual  is  visited  during  the  same  day  by  both 
a  speech  therapist  and  a  visiting  nurse 
(or  is  provided  with  the  same  home 
health  service  twice  in  the  same  day), 
two  “visits”  are  charged.  Similarly,  if  an 
Individual  is  taken  to  a  hospital  to  re¬ 
ceive  outpatient  therapy  that  could  not 
be  furnished  in  his  own  home  (e.g..  hy¬ 
drotherapy)  and,  while  at  the  hospital 
receives  speech  therapy  and  other  serv¬ 
ices,  all  of  which  qualify  as  home  health 
services  under  S  405.236  (g)  and  (h) ,  two 
or  more  “visits”  are  charged. 

§  405.240  Payment  of  rapplemenlary 
medical  insurance  beneAts;  amounts 
payable. 

In  the  case  of  an  individual  who  incurs 
expenses  during  his  coverage  period  un¬ 
der  the  supplementary  medical  insurance 
plan,  payment  shall  be  made  for  a  por¬ 
tion  of  the  total  amount  of  expenses  in¬ 
curred  during  a  calendar  year  (less  the 
applicaUe  medical  insurance  deductible 
(see  S  405.245) )  as  follows: 

(a)  80  percent  of  the  reasonable 
charges  for  medical  and  health  services 
furnished  by  other  than  a  provider  of 
services: 

(b)  80  percent  of  the  reasonable  cost 
for  medical  and  other  health  services 
furnished  by  (or  imder  arrangements 
made  by)  providers  of  services; 

(c)  80  percent  of  the  reasonable  cost 
of  hcHne  health  services  furnished  by  (or 


under  arrangements  made  by)  a  home 
health  agency;  and 

(d)  80  percent  of  the  deductible  im¬ 
posed  under  the  hospital  insurance  bene¬ 
fits  plan  for  outpatient  hospital  diagnos¬ 
tic  services. 

Example:  Mr.  Z  Incurred  expenses  covered 
under  the  hospital  Insurance  benefits  plan  of 
$75  for  an  outpatient  hospital  diagnostic 
study  for  which  he  paid  the  $20  outpatient 
hospital  deductible.  The  diagnostic  study 
was  followed  by  a  series  of  visits  to  his  phy¬ 
sician's  office  for  which  Mr.  Z  incurred  ex¬ 
penses,  covered  under  the  supplementary 
medical  Insurance  plan,  amounting  to  $100. 
All  of  Bylr.  Z's  medical  expenses  were  Incnined 
during  1  calendar  year.  Since  the  amount 
of  an  outpatient  hospital  diagnostic  study 
deductible  In  a  year  Is  counted  In  determin¬ 
ing  total  expenses  Incurred  during  a  year  for 
purposes  of  determining  supplementary  med¬ 
ical  Insurance  benefits  for  that  year,  Mr.  Z’s 
total  Incurred  expenses  for  supplementary 
medical  Insurance  benefits  came  to  $120  for 
the  year  ($100  covered  expenses  plus  the  $20 
outpatient  deductible).  The  supplementary 
medical  Insurance  plan  will  pay  $56  (80  per¬ 
cent  of  $70 — $120  Incurred  expenses  minus 
the  $60  deductible)  toward  Mr.  Z’s  doctor 
bills. 

§  405.241  Payment  of  supplementary 
medical  insurance  beneAts;  election 
by  gronp-praclicc  prepayment  plan 
as  to  method  of  determining  amount 
of  payment. 

Notwithstanding  the  provisions  of 
S  405.240(a).  payment  to  a  group-prac¬ 
tice  prepayment  plan  (see  Subpait  R) 
which  has  furnished  (or  arranged  for  the 
availability  of)  items  and  services  quali¬ 
fying  as  medical  and  other  health  serv¬ 
ices,  may  be  made  on  the  basis  of  the  rea¬ 
sonable  cost  of  such  services  rather  than 
on  the  basis  of  reasonable  charges,  even 
though  such  organization  is  other  than  a 
provider  of  services,  if  the  group-prac¬ 
tice  prepayment  plan  elects  to  have  pay¬ 
ment  made  (m  a  reasonable  cost  basis 
and  agrees  to  charge  the  individuals  to 
whom  the  services  were  provided  not 
more  than  the  amoimt  of  any  unpaid  an¬ 
nual  deductible  (see  8  405.245) ,  If  any, 
plus  20  percent  of  the  difference  between 
the  deductible  and  the  reasonable  cost. 

§  405.243  Total  amount  of  expenaes  in¬ 
curred;  treatment  of  mental  psycho- 
neurotic  and  personality  disorders. 

Notwithstanding  any  other  provision 
of  this  Subpart  B,  with  respect  to  ex¬ 
penses  incurred  in  any  calendar  year  in 
connection  with  the  treatment  of  mental, 
psychoneurotic,  and  persmiallty  dis¬ 
orders  of  an  individual  who  is  not  an  in¬ 
patient  of  a  hospital  at  the  time  such 
expenses  are  Incurred,  only  the  lesser  of 
the  following  amounts  is  cmisidered  as 
incurred  expenses,  for  purposes  of 
88  405.240  and  405.245: 

(a)  $312.50;  or 

(b)  62  percent  of  such  expenses. 

Example:  Mr.  X’s  only  medical  expenses 
during  the  calendar  year  amounted  to  $1,000 
for  treatment  received  for  a  mental  disorder 
as  a  private  patient.  The  statutrav  limit  for 
any  calendar  year  on  the  amount  of  these  ex¬ 
penses  that  is  covered  under  this  Subpart 
B  is  $312fi0  ($312.60  being  lesser  in  amount 
than  62V4  percent  of  the  total  expenses  at 
$1,000).  Mr.  X  Is  required  to  meet  the  first 
$60,  as  a  deductible,  and  20  percent  of  the 


balance.  The  remaining  80  percent  is  pay¬ 
able  \mder  this  Subpart  B. 


Total  eoverod 
oxpenses 

Mr.  X’s  pay¬ 
ment 

Psysble  under 
Siibpart  B 

$312.80 

>$087.80 

-  >$80  00 

>  aaoo 

$202.89 

>82  80 

>$210 

>  Deductible. 

*  In  excess  of  $312.80. 

*  20  percent. 

*  80  percent. 

If  Mr.  X  had  previously  met  the  $50  de¬ 
ductible  requirement  for  treatment  of  other 
than  a  mental  disorder  as  a  private  patient 
during  the  calendar  year,  or  met  the  $50 
deductible  requirement  due  to  the  provisions 
of  I  406.245(b),  the  amount  of  $250.00  would 
be  payable  under  this  Subpart  B  (80  percent 
of  $312.50). 


Total  covered 

Mr.  X’s  pay- 

Payable  under 

expenses 

meat 

subpart  B 

$312  80 

>$087.80 

>62  80 

*_$280 

1 

>  In  excess  of  $312.80. 

>  20  percent. 

>  80  percent. 

§  405JS44  Total  amount  of  expenses; 
expenses  excluded. 

To  the  extent  that  an  Individual  Is  en¬ 
titled  (or  would  be  entitled  except  for 
application  of  the  deductible  or  co- 
insurance  amounts  (other  than  the  out¬ 
patient  hospital  diagnostic  deductible) 
described  in  section  1813  of  the  Act)  to 
have  payment  made  under  the  provisions 
contained  in  section  1815  of  the  Act  with 
respect  to  services  furnished  to  him,  no 
payment  may  be  made  imder  the  pro¬ 
visions  described  in  this  Subpart  B  with 
respect  to  such  services  and  the  costs  or 
charges  for  such  services  are  not  con¬ 
sidered  as  incurred  expenses  for  purposes 
of  88  405.240  and  405.245. 

§  405.245  The  aupplementary  medical 
insurance  beneAts  deductible. 

The  total  amount  of  expenses  incurred 
by  an  individual  during  a  calendar  year  is 
reduced,  prior  to  applying  the  payment 
percentages  In  8  405.240  (b)  and  (c) .  by 
a  deductible  in  an  amount  equal  to; 

(a)  $50; less 

'  (b)  Hie  amount  of  any  expenses  in¬ 
curred  by  such  individual  in  the  last  3 
months  of  the  preceding  calendar  year 
(or  regarded  as  Incurred  in  such  pre¬ 
ceding  year  with  respect  to  services  fur¬ 
nished  in  such  last  3  months)  and  ap¬ 
plied  toward  such  individual’s  deductible 
under  this  section  for  such  preceding 
yeiu:. 

Example:  During  1967  Jonea  inetured  total 
expenses  of  $350  for  covered  medical  and 
other  health  services  furnished  to  him. 
Ordinarily,  a  deductible  of  $60  would  be  im¬ 
posed  in  determining  the  amount  payable 
\mder  the  supplementary  medical  Insurance 
plan.  However,  during  November  of  1966, 
Mr.  Jones  had  incurred  expenses  of  $26  for 
covered  medical  and  other  health  services 
and  had  also  paid  a  $20  outpatient  hospital 
diagnostic  deductible  for  services  covered 
under  the  hospital  insurance  benefits  plan. 
Both  the  $26  expense  and  the  $20  outpatient 
hoqxltal  diagnostic  servlcee  deductible  had 
been  counted  In  determining  his  supple- 
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mentary  medical  Inaurance  beneflta  deduct¬ 
ible  t<x  1966.  Since  any  expensee  Incurred 
In  tbe  laat  quarter  of  the  prior  calendar  year, 
and  applied  toward  tbe  enpplementary 
medical  Inaurance  benefits  deductible  for 
such  year,  can  be  carried  over  to  the  follow¬ 
ing  year  and  applied  toward  tbe  deductible, 
Mr.  Jones’  1967  supplementary  medical  In¬ 
surance  benefits  deductible  Is  only  $5  ($50  — 
$46). 

§  405.250  Procedures  for  payntmt ;  med¬ 
ical  and  other  health  services  fur¬ 
nished  by  provider;  home  health 
services.  ^ 

Payment  for  medical  and  other  health 
services  (see  SS  405.230(a)  (3),  405.231. 
and  405.232),  and  for  home  health  serv¬ 
ices  (see  SS  405.230(a)(4),  405.233 

through  405.236).  furnished  by  a  pro¬ 
vider  of  services  is  made  to  such  provider 
only  if : 

(a)  A  written  request  is  filed  by  or  on 
behalf  of  the  individual  to  whom  the 
services  were  furnished,  to  have  such 
payment  made;  and 

(b)  A  physician  certifies,  and  recerti¬ 
fies  when  required,  that: 

(1)  In  the  case  of  medical  and  other 
health  services,  such  services  were  medi¬ 
cally  required;  or 

(2)  In  the  case  of  home  health  serv¬ 
ices: 

(i)  such  services  were  required  be- 
(utuse  the  Individual  was  confined  to  his 
home  (except  when  receiving  items  and 
services  referred  to  in  S  405.236(g))  and 
needed  skilled  nursing  care  on  an  inter¬ 
mittent  basis,  or  physical  or  speech 
therapy,  as  the  case  may  be;  and 

(ii)  a  plan  for  furnishing  such  services 
to  the  individual  has  been  established, 
and  Is  periodically  reviewed,  by  a  physi¬ 
cian;  and 

(ill)  such  services  were  furnished 
while  the  individual  was  under  the  care 
of  a  physician. 

§405.251  Procedures  for  payment; 
medical  and  other  health  services 
furnished  by  other  than  a  provider. 

Payment  for  medical  and  other  health 
services  furnished  by  other  than  a  pro¬ 
vider  of  services  (see  SS  405.230(a)  (1) 
and  (2).  405.231  and  405.232)  may  be 
made  to  the  individual  who  incurred  such 
expenses,  or  to  the  person  who  provided 
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such  services,  under  the  following  cir¬ 
cumstances: 

(a)  Payment  to  the  individual  for  ex¬ 
penses  incurred  and  paid  for.  Pajnnent 
may  be  made  to  an  individual  who  in¬ 
curred  expenses  for  medical  and  other 
health  services  furnished  him  by  other 
than  a  provider  of  services  if: 

(1)  He  files  a  written  request  for  pay¬ 
ment; 

(2)  A  receipted  bill  is  submitted  which 
shows  in  detail  the  services  provided,  and 
that  payment  has  been  made  for  such 
services; 

(3)  The  items  or  services  furnished 
such  individual  are  “medical  and  other 
health  services”  (see  §S  405.231  and  405.- 
232)  for  which  payment  may  be  made 
imder  the  provisions  set  forth  in  §  405.- 
230(a)  (1)  and  (2). 

(b)  Payment  to  the  person  who  fur¬ 
nished  the  services.  Pajrment  in  the 
amount  determined  in  accordance  with 
§  405.240  may  be  made  to  a  person  (or 
organization)  other  than  a  provider  of 
services  who  furnishes  an  enrolled  in¬ 
dividual  medical  and  other  health  serv¬ 
ices  for  which  payment  may  be  made  un¬ 
der  the  provisions  set  forth  in  SS  405.230 
(a)  (1)  and  (2),  405.231,  and  405.232,  if: 

( 1 )  The  individual  who  was  furnished 
the  services  executes  an  assignment  of 
benefits  to  the  person  or  organization 
which  furnished  the  services; 

(2)  The  assignment  is  properly  filed; 

(3)  The  items  or  'services  furnished 
are  “medical  and  other  health  services” 
for  which  payment  may  be  made  under 
S  405.230(a)  (1)  and  (2)  in  sui  amount 
as  determined  imder  the  provisions  of 
S  405.240;  and 

(4)  The  person  or  organization  to 
whom  such  assignment  has  been  made: 

(i)  Agrees  to  accept  the  individual’s 
assignment  of  the  right  to  receive  pay¬ 
ment  for  such  services; 

(ii)  Agrees  that  the  reasonable  charge 
for  such  services  shall  be  the  full  charge 
for  such  services;  and 

(ill)  Agrees  to  charge  the  individual 
not  more  than  the  amount  of  any  unpaid 
annual  deductible  (see  S  405.245) ,  if  any, 
plus  20  percent  of  the  difference  tetween 
the  deductible  and  the  reasonable  charge 
(as  determined  in  subparagraph  (ID). 
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§  405.252  Conditions  prohibiting  pay¬ 
ment  of  benefits. 

In  addition  to  any  other  limitation, 
condition,  or  exclusion  in  these  regula¬ 
tions,  payment  of  supplementary  medi¬ 
cal  insurance  benefits  may  not  be  made 
under  the  following  circumstances: 

(a)  No  payment  unless  information 
furnished.  No  payment  may  be  made 
to  any  person,  organization  or  to  any 
provider  of  services  unless  the  informa¬ 
tion  necessary  to  determine  the  amount 
due  has  been  furnished. 

(b)  Federal  provider;  Federal  agency. 
No  payment  may  be  made  to  any  Federal 
provider  of  services  or  other  Federal 
agency,  except  a  provider  of  services 
which  may  be  determined  by  the  Secre¬ 
tary  to  be  providing  services  to  the  pub¬ 
lic  generally  as  a  community  institution 
or  agency. 

(c)  Services  furnished  at  public  ex¬ 
pense.  No  payment  may  be  made  to 
any  provider  of  services  or  other  person 
or  organization  for  any  item  or  service 
which  such  provider,  person  or  orga¬ 
nization  is  obligated  by  a  law  of,  or  con¬ 
tract  with,  the  United  States  to  render 
at  public  expense. 

(d)  Alien  is  outside  the  United  States 
for  6  full  calendar  months.  No  payment 
may  be  made  under  this  subpart  B  with 
respect  to  items  or  services  furnished 
to  an  individual  who  is  not  a  citizen  or 
national  of  the  United  States  in  any 
month  for  which  monthly  benefits  are 
not  being  paid  to  such  individual  (or 
would  not  be  paid  if  he  were  entitled 
to  such  benefits)  under  certain  circum¬ 
stances  because  he  has  been  outside  the 
United  States  throughout  6  full  calendar 
months,  untU,  and  beginning  with,  the 
first  full  calendar  month  such  individual 
has  been  back  in  the  United  States. 

Dated:  June  22,  1966. 

[SEAL]  Robert  M.  Ball, 

Commissioner  of  Social  Security. 

Approved:  July  5,  1966. 

Wilbur  J.  Cohen, 

Acting  Secretary  of  Health, 
Education,  and  Welfare.- 

[FJL  Doe.  66-7656;  FUed,  July  IS,  1966; 

8:47  ajn.] 


FfOHAL  register,  VOL  31,  NO.  13S — THURSDAY,  JULY  14,  1964 


FEDERAL 

REGISTER 


NUMBER  136 


VOLUME  31 


1966  •  Washington,  D.C. 

'  Pages  9587-9638 
(Part  II  9627) 

OF  MICHIGAN 

JUL  1 3  1966 


READING  ROOM  _ 

Agencies  In  this  issue — 

The  President 

Agricultural  Research  Service 
Atomic  Energy  Commission 
Civil  Aeronautics  Board 
Commodity  Credit  Corporation 
Consumer  and  Marketing  Service 
Federal  Aviation  Agency 
Federal  Communications  Commission 
Federal  Bfarltime  Commission 
Federal  Power  Commission 
Food  and  Drug  Administration 
Foreign  Assets  Control  Office 
General  Services  Administration 
Interagency  Textile  Administrative 
committee 
Interior  Department 
Interstate  Commerce  Commission 
Land  Management  Bureau 
Maritime  Administration 
National  Park  Service 
Small  Business  Administration 
Special  Representative  for  Trade 
Negotiations  Office 
Treasury  Department 
Veterans  Administration 

Detailed  list  of  Contents  appears  inside. 


